Widowhood is often associated with decreased mental health. In developing countries with low institutional support, such as Mexico, social integration can be particularly consequential for widowed older adults' psychological well-being. This study investigates the interplay among depressive symptoms, widowhood, gender, and social integration in a nationally representative sample of older Mexicans. Drawing on Waves 1 (2001) and 2 (2003) of the Mexican Health and Aging Study, we estimated the ordinary least squares regressions to examine the implications of widowhood, gender, social support, social network, and social engagement for changes in depressive symptoms between the waves among Mexicans aged 50 and older (N ¼ 8,708 ). The findings indicate that social integration can mitigate as well as exacerbate depressive symptomatology among older Mexicans. Certain aspects of social integration can moderate marital status-gender differences in depressive symptoms among older Mexicans.
factors attenuate or exacerbate depressive symptomatology among recently and continuously widowed older men and women in Mexico.
Background
Across countries and cultures, widowhood is linked to an increased risk of experiencing psychological distress, compared to being married (Carr, 2004; Chou & Chi, 2000; Schaan, 2013) . In particular, the transition to widowhood is a very stressful life event that tends to lead to lower psychological wellbeing, especially in the first 2 years (Hagedoorn et al., 2006; Umberson, Wortman, & Kessler, 1992; Wade & Pevalin, 2004) . It is therefore crucial to distinguish between recently and continuously widowed individuals.
In addition to the duration of widowhood, gender can play a role in the association between the loss of a spouse and individuals' mental health. In general, women, including Mexican women, report more depressive symptoms across the life course than do men (García-Peña et al., 2008; Zunzunegui et al., 2009) . Specifically, the literature suggests that being married can be more beneficial for men's psychological well-being than for women's (Jang et al., 2009; St. John & Montgomery, 2009) . Previous studies on the interplay between widowhood, gender, and depressive symptomatology show inconsistent results, however. Some studies indicate that widowhood and/or the transition to widowhood can be more distressing for men than women (Choi & Bohman, 2007; Fry, 2001; Lee, DeMaris, Bavin, & Sullivan, 2001 ). In particular, previous research implies that women may adjust psychologically better to the death of the spouse over time than men (Lee, Willetts, & Seccombe, 1998; van Grootheest, Beekman, Broese van Groenou, & Deeg, 1999) . In contrast, prior studies provide little evidence that widowhood can have more adverse consequences for women than for men (e.g., Chou & Chi, 2000) . Yet, several studies demonstrate that the short-and long-term effects of spousal bereavement on depressive symptoms can be similar for men and women (e.g., Hagedoorn et al., 2006; Sasson & Umberson, 2014; Schaan, 2013) .
Benefits of Social Integration
The social integration perspective suggests that social support, social network, and social engagement can be beneficial for older adults' well-being and can make a difference in their psychological adjustment to the death of a spouse (Berkman & Glass, 2000) . Widowhood is associated with an increased risk of experiencing depressive symptoms, partly due to the loss of emotional, financial, and practical support from the late spouse (Stroebe, Zech, & Stroebe, 2005; Umberson et al., 1992) . However, prior research indicates that the availability of different types of support from adult children can alleviate psychological distress among widowed individuals (Silverstein & Bengston, 1994; Zunzunegui, Béland, & Otero, 2001) .
According to previous studies, coresidence with and close proximity to adult children can also lead to fewer depressive symptoms among the widowed (Do & Malhotra, 2012; Ha & Carr, 2005; Zunzunegui et al., 2001) . These living arrangements can considerably facilitate intergenerational exchanges of care and assistance and reduce feelings of social isolation and loneliness among older people (Silverstein & Angelelli, 1998) . For similar reasons, embeddedness in kin and friends networks can have positive implications for the psychological well-being of older adults in general (Huxhold, Miche, & Schüz, 2014; Seeman, 2000) and widowed individuals in particular (de Vries, Utz, Caserta, & Lund, 2014; Utz, Swenson, Caserta, Lund, & deVries, 2014) . Moreover, social engagement in late life can enhance individuals' mental health by increasing their access to informal support and resources and by providing them with opportunities for maintaining and developing interpersonal relationships (Glass, Mendes De Leon, Bassuk, & Berkman, 2006) . Specifically, prior research shows that labor force participation (Choi & Bohman, 2007; Jeon, Jang, Rhee, Kawachi, & Cho, 2007) , religious involvement (Fry, 2001; Lee et al., 2001) , and volunteering (Choi & Bohman, 2007; Li, 2007) can be beneficial for older adults, including widowed individuals.
Gender Differences
The literature suggests that after the death of a spouse, the importance of different aspects of social integration for individuals' psychological well-being can vary for men and women. In particular, older persons' needs in different types of informal support from children can vary by gender. A widowed individual loses support provided by the late spouse and can also experience transformation and/or deterioration of interpersonal ties and social engagement. Yet, compared to women, men can be more affected by the relevant changes in social integration after a spousal loss. Men have a propensity to rely primarily on their wives for emotional support, housekeeping, and the maintenance of the couple's kin and nonkin relationships (Lee et al., 2001; Umberson et al., 1992) . Women, however, tend to have more extensive social ties across the life course, due to the gendered nature of caregiving, family roles, and interpersonal relationships (Cornwell, 2011) . Hence, the availability of emotional and practical support from children, connectedness to family and friends, and involvement in social activities can be particularly crucial for psychological well-being of widowed men.
At the same time, widowhood can be associated with financial strain for women, which can make informal financial support beneficial for their overall well-being and mental health (Arber, 2004; Umberson et al., 1992) . In particular, because of their low rate of labor force participation, women in Mexico are considerably less likely than men to receive formal income or other types of institutional support (Gomes, 2007; Wong & DeGraff, 2009) . Therefore, Mexican women tend to rely on the economic resources of their husbands and, in case of widowhood, on financial support from children.
Potential Adverse Consequences of Social Integration
Some aspects of informal support, connectedness to family and friends, and participation in social activities can also be linked to elevated depressive symptomatology among older adults, including widowed individuals (Umberson et al., 1992) . Older adults can have lower psychological well-being not only when they do not receive enough support from family members but also when they get too much assistance (Ramos & Wilmoth, 2003) . For instance, despite an expectation among Mexicans that younger generations should take care of older generations, aging parents may fear becoming a burden to their children (Embry & Russell, 1996) . In contrast to emotional support, financial and practical support from children can make older adults feel less autonomous and less competent and, therefore, more distressed (Johnson, Schwiebert, Alvarado-Rosenmann, Pecka, & Shirk, 1997; Zunzunegui et al., 2001) .
Among Mexicans, coresidence with, and geographic proximity to, kin can reflect cultural preferences for stronger extended family ties and for a greater reliance on family network for support (Gonzales, 2007; Sarkisian, Gerena, & Gerstel, 2006) . Although these residential patterns can be beneficial for older adults, they can also be linked to greater family conflict and higher levels of individuals' stress and strain across different cultures (Lowenstein, 2002) . Responsibilities and demands that older adults face in these living arrangements can exceed their personal resources and, as a result, can be detrimental for their well-being, including mental health (Hughes & Waite, 2002) .
Despite psychosocial benefits of labor force participation, employed older adults can experience higher distress than their retired counterparts (Drentea, 2002; Fernandez, Mutran, Reitzes, & Sudha, 1998) . Specifically, older employees can report poorer mental health when they have to work due to financial necessity (Choi & Bohman, 2007; Hong et al., 2009 ).
The adverse implications of some aspects of social integration for depressive symptomatology can be different for men and women. Due to the traditional gender role socialization, Mexican men are expected to earn the income for the family while women have the responsibility of caring for family members and the household (Bojorquez-Chapela et al., 2009) . As discussed earlier, receiving financial support from children can be normative for widowed women in Mexico. In contrast, financial or practical support from children, even in times of need, may be associated with lower psychological well-being among Mexican men because it undermines their traditional gender role of family provider (Gomes, 2007) . However, across cultures, living with and near kin can be related to more depressive symptoms among women. Because of the gendered nature of caretaking and caregiving, these living arrangements may lead to additional responsibilities for, and demands on, women, which can put a strain on their time and resources (Hughes & Waite, 2002; Jeon et al., 2007) .
Older women in Mexico seldom participate in the formal labor market. The financial resources of their husbands and economic support from the family tend to be the key sources of income for Mexican women in old age (Gomes, 2007) . Hence, employment in late life can be less beneficial for the psychological well-being of women in Mexico because it can signify that they lack other alternatives.
Hypotheses
This study examines the implications of marital status, the duration of widowhood, and gender for the differences in depressive symptoms among older Mexicans. Taking into account potential gender disparities in the association between marital status and depressive symptoms found in prior research, we use married men as a reference group because we expect them to report the lowest level of psychological distress. On the basis of prior research, we predict that compared to married men, married women and recently and continuously widowed older Mexicans, regardless of gender, will have more depressive symptoms. We also hypothesize that recent widowhood will be related to the highest level of depressive symptomatology. In addition, we anticipate that recent and continuous widowhood will be more distressing for men than for women.
Furthermore, we expect that social integration will moderate marital status-gender differences in the depressive symptomatology among older Mexicans. Prior research provides insufficient guidance for the pattern of moderation. However, more traditional gender roles and the gendered nature of caretaking, caregiving, and interpersonal relationships among older Mexicans suggest that after the death of the spouse, financial support can be beneficial for women, whereas financial and practical support can be detrimental for men. Also, emotional support from children, embeddedness in social ties through coresidence and geographic proximity, and social engagement through employment, religious involvement, and volunteering will be linked to lower levels of depressive symptomatology among widowed men. In contrast, the labor force participation can be distressing for Mexican older women, regardless of marital status.
Method

Data and Sample
Data for this analysis came from Waves 1 and 2 of MHAS, conducted in 2001 and 2003, respectively. MHAS was modeled after the U.S. Health and Retirement Study (HRS) and funded by the National Institute on Aging. The data were collected as part of a collaborative project by investigators from the Universities of Pennsylvania, Maryland, and Wisconsin and the Instituto Nacional de Estadística, Geografia e Informática, a Mexican counterpart of the U.S. Census Bureau (Wong, Pelaez, Palloni, & Markides, 2006) . Wave 1 of MHAS is a nationally representative sample of Mexicans born prior to 1951 (i.e., aged 50 and older in 2001). The response rate for Wave 1 was 90.1%, which is comparable to that of U.S.-based surveys, such as the HRS.
At Wave 1, in-person interviews were conducted with 15,186 age-eligible respondents and their spouses or partners residing in the same household, even if the latter were born after 1951. Proxy interviews (n ¼ 1,032; 6.8%) which were obtained when the sampled respondents and their spouses or partners could not be interviewed directly due to their illness, hospitalization, or temporary absence were excluded from the present analysis. In addition, because the sample is only representative of individuals born prior to 1951, those younger than 50 years of age at Wave 1 were excluded from our analytic sample (n ¼ 1,669).
The response rate for Wave 2 was 93.4% (Wong et al., 2006) . At Wave 2, spouses or partners who separated since Wave 1 were independently followed. If applicable, new spouses of Wave 1 sampled respondents and of their spouses and partners were added to the study. In addition, interviews with a next of kin were conducted for the deceased respondents. For the purposes of this study, we did not include in our analysis Wave 2 interviews with new spouses, next of kin, and proxies. Thus, of the 14,386 Wave 2 interviews, our analytic sample was restricted to 10,455 nonproxy interviews with age-eligible respondents who were originally interviewed at Wave 1.
We also excluded from our analytic sample respondents who had missing values on depressive symptoms at Waves 1 (n ¼ 287) and 2 (n ¼ 129). Additionally, due to the focus of our research, we did not include individuals who were never married (n ¼ 453), became divorced (n ¼ 96), were continuously divorced (n ¼ 724), or became married (n ¼ 58) between the waves. The final sample contains 4,041 men and 4,667 women who were married at both waves (3,605 men, 3,070 women), became widowed between the waves (72 men, 145 women), or were widowed at both waves (364 men, 1,452 women). Because participants included primary respondents and their spouses, we used household and individual weights created by MHAS researchers to adjust for differential probabilities of selection into the sample and to account for household clustering. Moreover, supplementary analyses conducted only on primary respondents (not shown) produced similar findings to those for the total sample.
Measures
Depressive symptoms. MHAS instruments include nine questions on whether respondents experienced certain depressive symptoms for the majority of the time during the past week (0 ¼ no, 1 ¼ yes). The first 7 items (felt depressed, felt that everything was an effort, slept restlessly, felt happy, felt lonely, enjoyed life, and felt sad) are exactly the same as those included in the Assets and Health Dynamics of the Oldest Old Study (AHEAD) and the HRS in the U.S. AHEAD and HRS use 11-item and 8-item versions, respectively. Similar to AHEAD, MHAS uses dichotomous responses to questions on depressive symptoms. The last 2 items in MHAS (felt tired and had a lot of energy) refer to the 8th item included in HRS-''You could not get going.'' Because there is no adequate translation to capture the ''get going'' concept for the Mexican context, MHAS investigators included 2 items corresponding to this concept, one with a negative connotation and the other one with a positive connotation. The 8-item scale used in MHAS was based on a shortened version, which was developed for the Established Populations for Epidemiologic Studies for the Elderly from the Center for Epidemiological Studies Depression Scale (CES-D; Radloff, 1977) , which has 20 items. Shorter versions of CES-D are associated with lower refusal rates among older participants in a survey and have reliability and validity consistent with those of the original scale (Kohout, Berkman, Evans, & Cornoni-Huntley, 1993; Turvey, Wallace, & Herzog, 1999) .
We created the following two measures of depressive symptoms: one for Wave 2 to use as a dependent variable and the other one for Wave 1 to use as a control variable to capture change. On the basis of a principal axis factor analysis, we dropped the item ''You felt you had a lot of energy'' from our analysis because of its low-factor loading (0.41 for Wave 1 and 0.38 for Wave 2). The factor analysis was conducted using the Stata polychoric command, which is appropriate for dichotomous variables. In addition, 2 of the items-felt happy and enjoyed life-were reverse coded. To create measures of depressive symptoms, responses to the 8 items at each wave were summed, with a possible range of 0-8 (Wave 1:
Independent variables
Marital status-gender groups. We created six dummy variables to capture continuity and change in marital status between the waves by gender: married men (reference category), married women, recently widowed men, recently widowed women, continuously widowed men, and continuously widowed women (0 ¼ no, 1 ¼ yes). Individuals who were married at both waves are categorized as married, whereas those who became widowed between the waves or stayed widowed at both waves are described as recently widowed and continuously widowed, respectively.
Social support from children. We considered three types of social support from children, that is, emotional, financial, and practical support. Emotional support at Wave 2 ranged from 0 to 12, with lower scores indicating lower support. This measure was constructed as a summed indicator from four questions capturing respondents' perceptions on how much their children understood how respondents felt about things, how much respondents could confide in their children if they had a serious problem, how much their children listened if respondents needed to talk about their worries, and how much their children disappointed respondents during conversations (a ¼ .85). Response categories for the initial questions included 1 ¼ much, 2 ¼ little, and 3 ¼ not at all. Responses to the first three questions were reverse coded. The information on emotional support from children at Wave 1 is not available.
Financial support from children at Waves 1 and 2 measured whether the respondent or the respondent's spouse received financial or in-kind support from their children or grandchildren in the last 2 years (0 ¼ no, 1 ¼ yes). Practical support from children at Waves 1 and 2 reflected whether children, children-in-law, or grandchildren spent at least 1 hr a week, helping the respondent with household chores, errands, transportation, and so on, in the last 2 years (0 ¼ no, 1 ¼ yes).
Social network. Measures of coresidence with children and others at Waves 1 and 2 were created on the basis of detailed household rosters in which respondents reported on the relationship of every household member to them. Children in household measured whether there was at least one coresident child of any age at Wave 1 or Wave 2 (0 ¼ no, 1 ¼ yes). Coresident children included biological, step, adopted, or foster children. The majority of the coresident children were adults (i.e., age 18 or older). A preliminary analysis indicated that excluding households with only younger coresident children did not change the results. Others in the household reflected whether other relatives and nonrelatives resided with respondents at Wave 1 or Wave 2 (0 ¼ no, 1 ¼ yes). We also considered geographic proximity to social ties. We included the following three measures capturing whether respondents had nonresident adult children, friends, or relatives living in the same neighborhood at Wave 1 or Wave 2: adult children nearby, friends nearby, and relatives nearby (0 ¼ no, 1 ¼ yes).
Social engagement. Employed reflected whether respondents were working at Wave 1 or Wave 2 (0 ¼ no, 1 ¼ yes). Church attendance at Wave 2 captured whether respondents attended religious services (0 ¼ no, 1 ¼ yes). Participation in church events at Wave 2 measured the frequency of respondents' participation in activities organized by their church (1 ¼ never, 2 ¼ once in a while, or 3 ¼ once or more per week). The information on church attendance and participation in church events is not available for Wave 1. Volunteering at Wave 1 or Wave 2 captured whether respondents participated in any volunteer work for a religious, educational, or community organization during the last 2 years (0 ¼ no, 1 ¼ yes).
Control Variables
Following prior research, this study takes into account several additional factors that can be associated with older adults' psychological well-being: respondents' age (Bojorquez-Chapela et al., 2009 ); aspects of health status, including chronic conditions, limitations with activities of daily living (ADLs), and cognitive functioning (Djernes, 2006; van Grootheest et al., 1999) ; and indicators of socioeconomic status such as education, income, and assets (García-Peña et al., 2008) .
Age at Wave 1 was measured in years. The number of chronic conditions at Wave 2 captured whether respondents were ever told by a doctor that they had one of the following five chronic conditions: diabetes, cancer, respiratory illness (i.e., asthma or emphysema), heart attack, or stroke (range from 0 to 5). The number of ADLs at Wave 2 reflected whether because of a health problem, respondents had difficulty with one of the following six ADLs: dressing, walking across a room, bathing or showering, eating, getting into and out of bed, and using the toilet (a ¼ .82; range from 0 to 6). To measure respondents' cognition, MHAS used the screening portion of the cross-cultural cognitive examination (Glosser et al., 1993) that has a total score of 80. The score for cognitive functioning of respondents at Wave 2 in the present analysis ranged from 0 to 73, with lower scores identifying poorer performance. We recoded the missing values on cognitive functioning (17%) to 0 and included a flag variable for missing data (0 ¼ no, 1 ¼ yes) to assess whether the cases with missing values were markedly different from other cases. The flag variable was not statistically significant in the regression analysis.
Respondents' education at Wave 1 was measured in years, ranging from 0 to 19. The measures for income and assets at Wave 2 were computed by MHAS researchers. The latter measures were logged in the present analyses to correct for skewness. Income captured individual total income. Assets included bank accounts, real estate, businesses, capital assets, vehicles, and other. Excepting cognitive functioning, missing values on all independent and control variables were multiply imputed using the Stata mi impute command. Most variables had less than 3% of missing values. We generated five imputed data sets, which were combined applying Rubin's rules with the mi estimate command (StataCorp, 2011). The imputer models included all the variables that were used in the ordinary least squares (OLS) regression analyses. Other methods of handling missing data such as mean substitution and listwise deletion produced similar results (not shown).
Analytic Strategy
Descriptive statistics by marital status-gender groups are presented in Table 1 . Zero-order correlations (not shown) confirmed that none of the correlations among the independent and control variables exceeded .60. The OLS regressions were used in the analyses because the measure of depressive symptoms was treated as a continuous variable. Since the analyses controlled for depressive symptoms at Wave 1, the results can be interpreted in terms of change in depressive symptoms between Waves 1 and 2 (Johnson, 2005). The impact of marital status-gender groups and control variables on changes in depressive symptomatology between the waves is examined in Table 2 . Tables 3-5 investigate the moderating effects of social support, social network, and social engagement on the associations between marital status-gender groups and changes in depressive symptoms, respectively. Table 1 demonstrates several statistically significant marital status-gender differences in depressive symptoms. On average, married men reported fewer depressive symptoms at Waves 1 and 2 than any other marital status-gender group. Among women, the recently and continuously widowed had more depressive symptoms at both waves than the married. Recently widowed men and women had the highest number of depressive symptoms at Wave 2, 4.39 and 4.96, respectively. However, there were no statistically significant gender differences in depressive symptomatology at both waves among the recently widowed. In contrast, women reported significantly more depressive symptoms than men at both waves among the continuously widowed. In addition, regardless of gender, the continuously widowed had fewer depressive symptoms than the recently widowed at Wave 2. Table 1 also shows that there were some statistically significant marital status-gender disparities in social support from children, social network, and social engagement. yp .10. *p .05. **p .01. ***p .001. Table 2 presents the results of the OLS regression models predicting the implications of marital status-gender groups and control variables for changes in depressive symptoms between Waves 1 and 2 of MHAS. Model 1 demonstrates that compared to married men, other marital status-gender groups, in particular recently widowed men and women, reported more depressive symptoms at Wave 2, controlling for depressive symptoms at Wave 1. Recent widowers experience the greatest difference in depressive symptomatology relative to married men. Models 2 and 3 demonstrate that adjusting for health and socioeconomic resources is related to lower increases in depressive symptomatology between the waves among older Mexicans across marital status-gender groups. Table 3 presents the role of social support from children. Model 1 indicates that regardless of marital status-gender group, greater perceived emotional support is associated with smaller increases in depressive symptoms, whereas receiving financial or practical support is linked to larger increases in depressive symptoms between the waves among older Mexicans. Model 2 does not provide evidence for the moderating effect of emotional support on marital status-gender differences in changes in depressive symptomatology. Model 3 shows that financial support predicts larger increases in depressive symptoms over time among recent widowers, but smaller increases among recent widows. Model 4 demonstrates that practical support is also related to larger increases in depressive symptomatology between the waves among recently widowed men. Table 4 examines the implications of social network-coresidence and geographic proximity. Model 1 indicates that regardless of marital status-gender group, coresidence with others predicts smaller increases, whereas having relatives nearby is associated with larger increases in depressive symptoms between the waves among older Mexicans. Model 2 shows that recently widowed men and continuously widowed women report smaller increases in depressive symptomatology over time if they coreside with children. Coresidence with others, however, is linked to larger increases in depressive symptoms between the waves among recently widowed men. Model 3 demonstrates that the presence of relatives in the neighborhood is related to smaller increases in depressive symptoms between Waves 1 and 2 among continuously widowed men.
Results
Descriptive Statistics
Regression Results
Social Support
Social Network
Social Engagement
The results for the impact of social engagement are presented in Table 5 . Model 1 shows that among older Mexicans, employment, church attendance, participation in church events, and volunteering are not predictive of changes in depressive symptoms between the waves. However, according to Model 2, employment leads to larger increases in depressive symptoms over time among married women. Model 3 indicates that among recently widowed women, church attendance is associated with larger increases in depressive symptomatology between the waves. Model 6 demonstrates that volunteering leads to smaller increases in depressive symptoms over time among continuously widowed women.
Discussion
This research investigated the dynamics among depressive symptoms, widowhood, social integration, and gender in a nationally representative sample of older Mexicans. This is one of the first studies to consider the associations between these factors in Mexico, where institutional support and services for older adults are limited and, therefore, informal support, interpersonal ties, and involvement in social activities can be especially important for individuals' well-being. In addition, this study contributes to prior research on depressive symptoms among widowed individuals by considering three separate constructs of social integration-social support, social network, and social engagement. Overall, this study suggests that social integration can be beneficial as well as detrimental for older Mexicans' depressive symptomatology. The findings also demonstrate that certain aspects of social integration can moderate marital status-gender differences in depressive symptoms among older Mexicans. This study indicates that compared to married men, other marital statusgender groups have more depressive symptoms. In particular, widowhood, especially recent widowhood, is a risk factor for elevated depressive symptomatology among older Mexican men and women. These findings are consistent with previous studies across countries, arguing that the health implications of spousal bereavement are strongest in the short term-usually up to 2-3 years (Hagedoorn et al., 2006; Umberson et al., 1992; Wade & Pevalin, 2004) . In accord with some prior studies conducted in other cultures (e.g., Choi & Bohman, 2007; Fry, 2001; Lee et al., 2001) , this research also suggests that recent widowhood seems to be more distressing for men than women.
Social Support from Children
This study reveals that among older Mexicans, emotional support from children can be linked to smaller increases in depressive symptoms over time, whereas financial and practical support can result in larger increases. These findings are consistent with previous research on the advantages and disadvantages of informal support for older adults' mental health in other countries (Johnson et al., 1997; Zunzunegui et al., 2001 ). Among aging parents, instrumental support from children, unlike emotional support, can be associated with lower autonomy, greater dependency, and role reversal with children, which can be distressing in old age (Embry & Russell, 1996) . Alternatively, aging parents who receive financial and practical support can experience some specific hardships in their lives that can lead to more depressive symptoms as well as necessitate greater instrumental support from children.
We found no evidence that emotional support from children can moderate the relationships between marital status-gender groups and depressive symptoms. However, our findings suggest that financial and practical support may differentiate levels of depressive symptomatology within some marital status-gender groups. Namely, financial and practical types of support were related to larger increases in distress over time among recently widowed men. In contrast, financial support led to smaller increases in depressive symptomatology between the waves among recently widowed women. As discussed earlier, receiving financial support from adult children, even in times of need, may contradict the traditional gender role of family provider for Mexican men (Bojorquez-Chapela et al., 2009) . The receipt of instrumental support can also be an indicator of particular challenging, and as a result distressing, life circumstances among recent widowers. At the same time, it is customary for Mexican widowed women to depend on financial support from adult children (Gomes, 2007) . Relatedly, prior research in other countries indicates that informal financial support is linked to better well-being among widowed older women because they tend to experience financial difficulties after the death of a spouse (Arber, 2004; Umberson et al., 1992) .
Because measures of emotional support were not available for Wave 1, we were not able to consider the implications of possible changes in this type of support from adult children for the consequences of the stability and change in marital status for depressive symptoms among older Mexicans. However, prior studies indicate that following spousal death, support from children, including emotional support, can increase, decrease, or be similar to the pre-widowhood levels. In addition, social support from children can begin to decline after the first 2 years of widowhood (Ha, 2010; Guiaux, van Tilburg, & Broese van Groenou, 2007; Powers, Bisconti, & Bergeman, 2014) .
Social Network
Our findings suggest that some aspects of social network can shape older Mexicans' depressive symptomatology, regardless of marital status-gender group, or differentiate levels of distress within the same group. Coresidence with others was related to smaller increases in depressive symptoms over time among older Mexicans, regardless of marital status-gender group. Coresidence with children was associated with smaller increases in distress between the waves only among recently widowed men and continuously widowed women. Among continuously widowed men, proximity to relatives was linked to smaller increases in depressive symptomatology over time. These findings are consistent with the argument of prior research that the involvement in kin and friends networks can be beneficial for older adults (Huxhold et al., 2014; Seeman, 2000) , including widowed persons Utz et al., 2014) . The findings are also in accord with the cultural preference for intergenerational coresidence among Mexicans (Gonzales, 2007; Sarkisian et al., 2006) and with prior research on the advantages of this living arrangement for access to support among widowed aging parents across countries (Do & Malhotra, 2012; Ha & Carr, 2005; Silverstein & Bengtson, 1994) .
At the same time, this study shows that embeddedness in social ties does not necessarily have beneficial implications for older adults' depressive symptomatology. Proximity to relatives was linked to larger increases in depressive symptoms over time among older Mexicans, regardless of marital status-gender group. In addition, coresidence with others was related to larger increases in distress between the waves among recently widowed men. Additional analyses (not shown) revealed that the majority of coresident family members in the household of recent widowers at Wave 2 were children-in-law and/or grandchildren. According to prior research, these residential situations can lead to greater interpersonal conflict and more responsibilities for and demands on older adults, which can be disadvantageous for their mental health (Hughes & Waite, 2002; Lowenstein, 2002) .
Social Engagement
Some indicators of social engagement moderate the effect of marital statusgender groups on the mental health among older adults in Mexico. Thus, employment was predictive of larger increases in depressive symptoms over time among married women. It is normative for Mexican women to rely on financial resources of their husbands or on financial support from adult children, in case of widowhood (Gomes, 2007; Wong & DeGraff, 2009) . Employment can indicate that they do not have adequate alternative sources of financial support and as a result, can be more depressed. Relatedly, prior research implies that labor force participation can be distressing for older adults when they have to work not by choice but due to financial issues (Choi & Bohman, 2007; Drentea, 2002; Hong et al., 2009 ).
This study also shows that church attendance was linked to larger increases in depressive symptomatology between the waves among recently widowed women. The latter finding does not mean that church attendance aggravates mental health disadvantages among recent widows. Prior research shows that church attendance is beneficial for psychological well-being among widowed individuals (Fry, 2001; Lee et al., 2001 ). However, church attendance can serve as an indicator of elevated depressive symptomatology and as a coping mechanism to deal with grief among widows with lower psychological well-being. Widowed women can turn to church for different reasons such as to make sense of the loss, to maintain a bond to the late husband, and to find support and consolation from the religious community (Michael, Crowther, Schmid, & Allen, 2003) . The findings of this study also show that volunteering can be associated with smaller increases in depressive symptoms over time among continuously widowed women. Similarly, Li's (2007) research in the United States indicates that volunteering is a protective factor for the psychological well-being of widowed adults and that individuals tend to increase their participation in volunteer activities not upon bereavement but a few years after spousal loss.
Future research would benefit from addressing the limitations of this study. We could not consider further heterogeneity within widowed older Mexicans because specific information is not available in MHAS. For example, several additional factors such as the nature of the spouse's death (e.g., prolonged illness or sudden death), caregiving burden, and the quality of marital relationship may have contributed to individuals' differential psychological adjustment to widowhood. In addition, because emotional support, church attendance, and participation in church events were not measured at Wave 1, we could not consider the implications of changes in these types of social integration for depressive symptomatology after the death of a spouse.
Conclusion
Drawing on a nationally representative sample, this study has extended research on social integration, widowhood, gender, and depressive symptomatology by considering older adults in Mexico, a developing country where these associations have not been extensively examined, and by taking into account various components of social integration. The findings revealed that different aspects of social integration can both alleviate and exacerbate psychological distress over time among older Mexicans. The linkages between social integration and depressive symptoms can be contingent on gender and the duration of widowhood. Insights from this study indicate that interventions to improve psychological well-being among older Mexicans may include social programs enhancing social networks and ameliorating conflict or tension in intergenerational relationships among widowed adults in Mexico.
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